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ABSTRACT
EFFECTS OF A SUPPORTIVE-EDUCATIVE NURSING INTERVENTION
ON QUALITY OF LIFE IN PATIENTS WITH HEART FAILURE
By
Melodee L. Vanden Bosch

The purpose of this secondary analysis was to examine the difference in quality of
life (QOL) in home-care patients with heart failure (HF) receiving nursing intervention.
The specific nursing intervention of interest was supportive-education (SE), based on
Orem's (1995) self-care deficit theory. The second intervention o f general health teaching
acted as a placebo effect. The convenience sample of randomly assigned patients with HF
was from two home-care agencies. The paired /-test was used to analyze the difference in
QOL within the SE group and the placebo group from baseline to six months. The
independent /-test was used to compare the means of the SE group to the placebo group at
baseline and at six months. Results indicated that QOL did increase from baseline to six
months in the SE group. While the placebo group and the SE group were similar at
baseline and differences were noted by six months, these differences were not statistically
significant. Nursing intervention by SE can improve QOL in patients with HF receiving
home-care.
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CHAPTER 1
INTRODUCTION

Chronic illness aSects 125 million Americans which is half of the United States
(US) population (Partnership for Solutions, 2001). It is expected that by the year 2020,
157 million people will exp«ience a chronic illness (Partnership 6 r Solutions). Although
iH)t exclusively a condition of the elderly, chronic illness does aSect 21% of people over
the age o f 65 (Chronic Illness, 2002). While there are numerous chronic illnesses only
Eve chronic illnesses account for over two-thirds of all deaths in the US (National Center
for Chronic Disease Prevention [NCCDP], 2002). These five chronic illnesses include
heart failure, cancer, vascular disease, chronic obstructive pulmonary disease, and
diabetes. One common chronic illness, heart failure, accounts for one million hospital
admissions annually in the US (Boyle & Hobbs, 2002).
Heart &ilure (HF) af&cts approximately four to five million people in the United
States. Each year, 400,000 mwe people are diagnosed with heart failure. Heart &ilure is
the most fi"equent cause of hospitalization for people ages 65 and older. Hospital
readmission occurs within 90 days fi>r one-third o f individuals with HF due to symptom
management and exacerbation (Blaha, Robinson, Pugh, Bryan, & Havens, 2000; Boyle &
Hobbs, 2002; House-Fancher & Martinez, 2000).
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The NCCDP (2002) indicates that 75% of all US health care costs are spent on
chronic illness. Heart 6ilure is considered to be the "most costly cardiovascular illness in
the United States" (Grady et al., 2000, p. 2443). Inpatient care, due to Sequent
admisWons and readmission of individuals with HF, costs more than 7.5 billion dollars
per year. Long-term care costs another 7.5 billion annually (Blaha et al., 2000; Jaagosild
et al., 1998).
The prevalence and severity o f HF continues to rise. Increased prevalence is due
to reduced mortality Gom myocardial infarctions, and most significantly due to the aging
of the population. English and Mastrean (1995) state that the incidence o f HF doubles G)r
each decade o f life. The highest incidence o f HF is in the elderly, affecting 1 out of 10
people (Carlson, Ri%el, & Mose", 2001). The seventy o f HF is noted by the estimate that
240,000 deaths are caused annually by HF (Blaha et al., 2000; House-Fancher &
Martinez, 2000). Individuals with heart Allure e^erience a 15% mortality rate overall
within one year of diagnosis (Grady et al., 2000).
Heart failure like many chronic illnesses affects the physical, functional and
emotional aspects of an patient's life (English & Mastrean, 1995; House-Fancher &
Martinez, 2000; Price, 1996; Thome & Paterson, 1998). The aspects o f life most affected
by HF include reduced activity tolerance, shortened life expectancy, exacerbation of
symptoms, mood changes, and diminished quality of life. Heart Allure, as a chronic
illness, could be labeled the "American epidemic" due to the increased incidence,
severity, and high mortality rate of the illness.
The costs of heart Ailure can be measured in monetary terms, length o f liA, and
quality ofliA . Quality of liA related to health is an important indicator o f the patient's
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ability to cope with chronic illness. Measurement of health-related quality of life could be
used as an outcome o f intervention for HF.
Nurses have unique roles in the care and treatment o f patients with HF. One role
is to provide knowledge and assistance, since patients can become overwhelmed by their
care. Patients with chronic illness such as HF need expert advice and teaching 6)r
decision-making (Thome & Peterson, 1998). Because HF causes a clinical course that is
characterized by a roller-coaster effect of symptom management and progression,
evaluation of quality o f life becomes an important issue. Nurses, as the most accessible
providers of care, can evaluate and promote the quality o f life o f patients with heart
failure. Almost thirty years ago, Armiger (1974) wrote, “nurses give service related to the
quality o f human life; this service is only recently being valued. After all, why should
quality oflife be considered be&re biological survival can be assured" (p. 160). Survival
and longevity do not always indicate increased quality oflife.
Researchers have analyzed interventions which might beneht patients with HF.
Interventions that have been analyzed include medication management (Scott, 2000),
exercise (Belardinelli, Georgious, Cianci, & Purcaro, 1999), a multidisciplinary team
approach (Grady et al., 2000; Knox & Mischke, 1999; Rich et al., 1995; Stewart &
Horowitz, 2002), and nursing intervention (Cline, Israelsson, Willenheimer, Broms,
Erhardt, 1998; Jaarsma, Abu-Saad, Halfens, & Dracup, 1997; Jaarsma, Halfens, et al.
2000). Researched outcomes for individuals with HF include cost of care (Blaha et al,
2000; Cline et al., 1998; Knox & Mischke, 1999), quality oflife (Belardinelli et al., 1999;
Billey & Ferrans, 1993; Jaagosild et al., 1998; Scott, 2000) and readmission to the
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hospital (Rich et al, 1995). Further analysis is needed to assess which q>eci6c nursing
intervention might be most beneGcial to patients with HF.
One nursing intervention, utilized 6)r patients with HF, is supportive-education
(Jaarsma, Halfens, et al., 2000). Suppmtive-education is based on Orem's theory of
nursing (1995). Through supportive-education, nursing care provides access to better
quality o f life through education, support, and guidance An patients with HF. The nurse's
role is to provide support and teaching that promotes a patient's abilities to develop
behaviors and activities to stabilize their condition (self-care). Support is provided by
physical presence, by encouragement, and by assisting the patient to make decisions
consistent with healthy behavior (Orem, 1995). Grady et al. (2000) noted that education
and support are essential aspects of care in to promote clinical stability and quality oflife
in patients with HF.
A primary goal o f home-care is to educate patients to provide their own care. Rice
(2000), in the AAaMuaZ

stated that cost-eSective and

caring interventions for home-care include involving patients in their own care. A nursing
intervention that provides supportive-education for home-care patients with heart failure
could potentially increase their quality of life. The Agency A)r Health Care Policy and
Research (AHCPR, 1994) has set guidelines for the educational needs of patients with
HF. The AHCPR guidelines need to be implemented in clinical practice, especially in the
home-care setting. Recommendations by the AHCPR include measuring QOL as an
outcome of intervention success.
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Purpose
The purpose of this secondary analysis was to assess if quality of life increased
over time in a speciGc nursing intervention for patients with HF. The specific nursing
intervention of interest was supportive-education, which was based on Orem's (1995)
nursing system of self-care dehcit. The second nursing intavention o f general health
education was utilized as a placebo. The outcome o f interest is the quality oflife for
home-<are patients with HF. Another purpose of this analysis was to compare the
supportive-education nursing intervention to the placebo intervention. The specific
objective was to evaluate if supportive-education increased the quality oflife 6)r patients
with HF at six months.
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CHAPTER 2
CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW

Introduction
Theory-based research is necessary to advance the science o f nursing. Only 3% of
nursing practice studies between 1977 and 1986 were designed to test theory (MarrinerTomey & AUigood, 1998). The utilization of a conceptual or theoretical ûamework not
only gives deGnition to the phenomenon of interest, but also provides the Gnmdation for
nursing research. Nursing research provides scientiGc evidence to support or refute the
theory. The conceptual Gamework Grr the secondary analysis is based on Orem's (1995)
selfkwe deGcit theory of nursing.
A review of literature provided the foundation Gar what has been written and
researched about patients with HF. Although HF has been a topic o f much research, only
speciGc litaature was reviewed G)r the secondary analysis. The literature of interest was
related to paGents with HF and their quality oflife (QOL), the types o f intervendons
utilized to increase QOL, and speciGc nursing interventions utilized G)r paGents with HF.
Conceptual Framework
(Aeory. Orem's self-care deGcit theory o f nursing provided the
conceptual Gamework G)rthe secondary analysis (Orem, 1995). Orem deGnes paGents as
individuals who are enable o f independent self-care. ThereGire, individual is
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synonymous with individual and will be used interchangeably. Self-care is deliberate
action based on learned behavior to maintain or promote health or to mange illness
(Carlson et al, 2001; Orem, 1995). Self-care deGcit theory consists of three subtheories:
(a) self-care, (b) self-care deGcit, and (c) nursing system (Nurses Network, 2002). Selfcare deGcit theory incorpwates Gve m^or concepts: (a) self-care, (b) selfeare deGcit, (c)
ther^)€uGc selGcare demand, (d) self-care agency, and (e) nursing agency. The theory of
selfeare deGcit utilizes two concepts to identify whether there is a deGcit in the
individual's ability to care for one's self These two concepts are self-care agency and
self-care demand.
Self-care agency is an individual’s capability to engage in self-care. Culture, life
experiences, health experiences, and inborn characteristics affect self-care agency. Selfcare agency is conceptualized as a complex, acquired human characterisGc in which the
individual has the power and knowledge to regulate abilities and GmitaGons G)r selfoare.
DeGcits occur when there is a discrepancy between the action the individual should take
and what action the individual is capable of doing to maintain self-care (Orem, 1995).
Self-care demands are the subjective and objective information received by the
individual or others that indicate a need far change in behavior. The individual can either
choose to respond to this demand or ignore it.All individuals possess self-care demands.
Self-care demands vary over time for the same individual and may diffla^ between
individuals. Some responses to self-care demands are therapeutic while other responses
are detrimental For instance, one self-care demand for paGents with HF is a change in
acGvity. A detrimental reqwnse to self-care demand would be that the padent decreases
exercises since this activity causes shortness of breathe. A therapeuGc response would be
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that the patient exercises at slowly increasing levels to minimize and maximize the
body's use o f oxygen. The diSerence between self^oare agency and self-care demand is
that self-care agency is the individual's action capability, whereas, self-care demand is
the action required by the individual.
Self-care deScits occur when the individual is unable to meet the self-care
demands. The self-care deGcits of individuals newly diagnosed with HF increase selfcare demands. The individual needs new learning about disease process, medications,
activity, and symptom management. The individual must also have the ability to use the
knowledge (self-care agency) to meet the self-care demands of the new diagnosis.
Knowledge o f medications, diet, activity, signs and symptoms, and prognosis assist the
individual to determine appropriate actions to control the disease. The increase in the
self-care demands o f HF cause the individual's self-care agency to decrease.
Mrrsmig

In the practice of nursing, Orem (1995) describes three types of

nursing systems. These three systems are (a) wholly con^rensatory, (b) partly
compensatory, and (c) supportive-education nursing systems. The three systems are based
on the individual's ability to provide self-care. Those individuals requiring self-care by
the nurse due to physical or psychological limitations are described as wholly
compensatory. The partly compensatory system requires that the individual is able to
accomplish some self-care, but has limited energy due to decreased health. In the
supportive-education system, the individual "lacks the knowledge or skill or is not
psychologically ready to perform self-care actions" (Orem, 1995, p.306). The supportiveeducation system is the appropriate nursing system to utilize for individuals with HF
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receiving home care because they need teaching, support, and guidance to pa6rm selfcare activities.
In utilizing the supportive-education system, the nursh% interventions include
supporting, guiding, teaching, and providing an environment conducive to the
development of selfcare. Orem (1995) states that supportive-education, "is the only
system vdiere a patient's requirements for help are con&ned to decision making, behavior
control, and acquiring knowledge and skills" (p. 310). Nursing agency is the term used by
Orem to describe what nurses do. For the purpose of clarity the general terminology of
intervention was used for agency.
The nursing intervention (agency) of supportive-education provides Acts and
information about the disease process and the resources that are available. Validation of
learning by support is another intaventirm that the nurse provides. Listening is the third
nursing intervention. The fourth nursing intervention provides the individual with
guidance and direction for self-care. Decreasing the self-care demands and increasing
self-care agency allows the individual to accomplish self-care. All of these methods of
nursing interventions (support, education and guidance) assume collaboration between
the nurse and the individual (Orem, 1995).
Orem's (1995) self-care deGcit theory provides the structure for how nursing
interventions (nursing agency) assist the individual with HF to meet self-care demands.
Nursing interventions, using the supportive-education system, provide individuals with
HF education, support, and guidance about the disease process, symptoms, medications,
diet, and exercise. IndividuMs make decisions based on the knowledge they have to care
for themselves (self-care agency). In utilizing the supportive-education intervention, the
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nurse assists individuals with HF in decision-making, behavior control, and acquisition of
knowledge and skills. In summary, the goals of nursing intervention for the home care
individual with HF are to assist with the recognition of self-care deficits and to teach,
support, and guide individuals to design, provide, and manage self-care demands while
regulating the efGgcts o f heart Ailure.
The physical and psychological process of HF causes serious disruption in self^
care for individuals with HF (House-Fancher & Martinez, 2000; Jaarsma & Halfens et al.,
2000; Scott, 2000). These irreversible changes affect individuals' perception o f their
quality oflife. Living the e^qrerience of a new diagnosis (HF) with chronic implicatitms,
individuals experience a decreased quality ofliA . Individuals with HF sedc to meet their
self-care demands and increase their self-care agency by developing knowledge and skills
far self-care. By applying this knowledge, individuals with HF leam to pefbrm effective
self-care, which may theoretically improve their quality oflife. A conceptual model of
how the self-care deficit theory applies to patients with HF is shown Figure 1.
Literature Review
Previous knowledge about heart Ailure and the effects this chronic illness has on
individuals are important considerations prior to research. The variables of interest to this
secondary analysis include heart failure (HF), quality o f life (QOL), and the specific
nursing intervention o f supportive-education (SE). These variables are each defined and
followed by a review o f pertinent literature.
l ï e u r i Aon anA cAarackrisAcs. Heart failure is a clinical syndrome of
inadequate perfusion. In heart Ailure (HF) the impaired heart is unable to punq) enough
oxygen to meet the metabolic needs of the body. (Boyle & Hobbs, 2002; House-Fancher
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Figure 1: Conceptual Framework of Orem’s Theory of Self-Care Deficit Related to Patients with Heart Failure Receiving Supportive
Education to Increase Quality o f Life.

& Martinez, 2000). This lack of oxygen causes the body tissues to compensate initially,
but later exacerbates the symptoms o f Atigue, shortness ofbreath, swelling, chest and
abdominal pain, weight gain, and noctuiia (Boyle & Hobbs). Common causes o f heart
failure include coronary artery disease, hypertension, cardiomyopathy, congenital heart
disease, acute myocardial infarction, and dysrthymias (House-Fancher & Martinez).
Characteristics of HF include left ventricular dysfunction, decreased exercise tolerance,
shortened life span, and decreased QOL (Boyle & Hobbs; English & Mastream, 1995;
House-Fancher & Martinez, 2000).
f/ieurraW

Self-care and heart &ilure were the faci of a study by

Bennett, Cordes, Westmoreland, Castro, and Dormelly (2000). In the qualitative study of
23 patients with HF and 18 Amily members, the purpose was to describe symptoms, to
detail self-management strategies, and to categorize selfkare strategies. Two outpatient
clinics, one far veterans and another far indigent patients, were the settings far the study.
The mostly male patients (16) were divided into six focus groups and an audiotape of
the sessions was analyzed along with Geld notes. Symptoms reported by all six of the
groups (Bennett et al., 2000) included diuretic-related symptoms, shortness ofbreath, and
swelling. Five o f the groups noted decreased concentration or attention, loss o f balance,
pain in the chest, tiredness or weakness, and difficulty sleeping. Weight loss and
difficulties bending over were symptoms reported by faur of the groups. The most
common emotional symptoms verbalized by the patients, especially the seven women,
were depression, &ar, and worry, including thoughts of death. Self-care management
strategies used by patients with HF included a decrease in exercise (although research
indicates that increased exo^cise is beneGcial to promote muscle strength and oxygen

12
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consumption), change in temperature or position, family support, and positive self-talk.
Self-care strategies that patients thought might be helpful were management of
medications and diet (Bennett et al., 2000). The researchers felt strongly that further
study is needed to Gnd interventions that promote self-care and QOL Bennett et al stated,
"The study of self-care strategies far symptom management is foundational to
intervention programs to ameliorate symptoms and enhance quality oflife" (p. 140).
Bennett et al. also indicated that although patients could state helpful self-care strategies,
this did not indicate that patients employed these strategies.
Ni et al. (1999) assessed knowledge of selfoare and Actors that predict adherence
to self-care practices of patients with HF. Patients (n = 113) Aom one heart Ailure clinic
were asked to complete a subjective needs assessment survey. The demographic
infarmation collected indicated that 73.5% of the patients were male, 86.7% were
Caucasian, and 86.7% were living with someone such as spouse or child. The study
indicated that 80 of the 113 patients reported being given educational materials about HF,
85 reported being given verbal advice about self-care, and 68 received both materials and
advice from health care providers. Patient knowledge of self-care for HF was assessed by
questions related to recognition of symptoms, daily weight behavior, dietary sodium,
fluid, and alcohol restrictions, and sexual activity.
Results of the survey (Ni et al., 1999) indicated that 22% o f the patients thought
that daily weight was not important and 17% were not sure if weight was important at all.
Dietary sodium restrictions were recognized by 90.3% of the patients as important,
although 20% did not know the recommended sodium limit. Risk o f alcohol intake was
rated by 25% of the patients as not important and 25% did not know if HF caused the

13

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

need Ar cessation of sexual activity. Some patients (38%) believed they should drink a
lot of fluids and 19% did not know whether to restrict fluids.
Ni et al (1999) used multiple regression analysis to test relationsl%s between
knowledge of patients with lEEF arwl factcws that could affect their ability to gain and retain
this information. Three Actors that were associated with higher knowledge o f selfcare
for HF were female gender, advice 6om health care providers, and hospitalization during
the year of the study. Multiple linear regression was also used to analyze adherence
behavior. Adherence to self care had signiGcant correlation to knoWedge of self-care (r
= .33, p < .001). Poor adherence was associated with lack o f knowledge about selfcare,
but did not show statistical significance (r = .22, = .07).
Limitations of the study that were noted by Ni et al. (1999) included
generalizability since the study site was one heart failure clinic and the population was
selected 6 r cardiac transplantation. Cognitive level was not assessed and this may have
affected the results. The subjective nature of the survey may also have caused over
reporting of healthy behaviors. Ni et al. stated the need for ongoing, rq)eated, and
strategic patient education to assist in gaining and retaining information on self-care for
HF.
Artinian, Magnan, Sloan, and Lange (2002) analyzed selfcare behaviors of
patients with HF. Use o f Orem's theory of selfcare was the Gamework Ar the study.
The descriptive corrdation design utilized written self-reports and structured interviews
far data collection. Sites included two metropolitan Midwestern hospitals and a
cardiology Veterans Administration clinic. Two investigator-developed tools were used.
The Revised Heart Failure Self-Care Behavior Scale was used to measure HF self-care

14
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behaviors. The Heart Failure Knowledge Test was used to measure knowledge. The
patients (/%= 110) were 78% male, 67% single marital status, and 63% AAican American
decent.
Results of the study indicated that selfcare knowledge was low (5 .31 out o f a
possible score of 15). A signiGcant relationship between the mean total knowledge score
and the mean total self-care behavior score was noted (r = 0.21,^ = .026). Since
knowledge was related to selfcare, Artinian et al. (2002) suggested that the Gndings
siq)port Orem's theory that "knowledge is a power that enables selfcare" (p. 171).
Carlson et al. (2001) studied the selfcare abilities and difRculties of patients with
HF in practicing self-care. Surveys were utilized in the descriptive, cross-sectional,
comparative study o f 139 patients, 114 of which were recruited at hospitalization and 25
o f which were outpatients in the HF clinic. The survey was mailed to patients after
discharge far a data recovery time o f 18 days (average). Selfcare infarmation was
obtained by using the Self-Management of Heart Failure (SMHF) questionnaire. The
SMHF, a 65-question survey, evaluated recognition o f change in signs and symptoms,
evaluation of the change, implementation of self care treatment, and evaluation o f the
treatment.
Carlson et al. (2001) deGned selfcare as "an active cognitive process undertake
by a patient to maintain health or manage illness and disease" (p. 351). Carlson et al.
stated that self-care deficits are common for patients with HF and that QOL is often poor.
The selfcare activities of patients with HF include following and evaluating diet,
medication regimen, and activity. The researchers postulated that elderly patients might

15
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bave difBculty with self-care due to loss o f bearing, visual changes, and other co-moihid
factors.
Carlson et al. (2001) evaluated common symptoms o f HF to determine whether
patients could recognize these as symptoms of HF. The common symptoms were sudden
weight gain, ankle swelling, nocturnal dyspnea, palpitations, fWgue, and shortness of
breath (SOB). Patients were unable to recognize sudden weight gain as a symptom of HF
(60.5%). The percentage recognition of certain symptoms was 43.3% far ankle swelling,
43.6% for difGcuhy breathing, 56.5% for palpitations, 48% for &tigue, and 59.1% for
SOB. There&re, between 40-60% of the patients were not able to recognize the common
symptoms of HF.
Patients who w ae newly diagnosed with HF bad greater difficulty in symptom
recognition. Reported symptom recognition scores in the newly diagnosed patients
(n = 59) were a mean of 39.71 with standard deviation of 16.29 versus experienced
patients (n = 77) with a mean of 58.24 and standard deviation o f22.36 (p < .05).
Symptoms that were most difficult to recognize by the newly diagnosed patients included
SOB, fatigue, difSculty breathing while sleeping, and sudden weight gain.
Carlson et al. (2001) also evaluated patients' perceptions of the importance of HF
signs and symptoms. Patients rated their perceptions as having "not much importance,"
"some importance," "a lot o f importance," or "a whole lot of importance."
Misconceptions became evident when 85 o f the 139 patients rated SOB during activity as
"a lot of importance" or "a whole lot o f importance" while 37 patients thought SOB at
rest was o f "not much importance". A sudden weight gain o f three or more pounds was
rated as of "not much importance" by 65 patients. No significant difference was noted
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between the cq)enenced and newly diagnosed patients in their perception o f symptom
importance. Carlson et al listed no limitations of the study.
Orem's theory of self-care deScit was the conceptual Framework for Artinian et
al. (2002), Carlson et al. (2001), and Ni et al. (1999). Bennett at al. (2000) utilized the
Health BeliefModel as the conceptual hamewoik. The research by Ni et al was the only
study to clarify the theory o f self-care deficit and its concepts prior to use in research.
While self-care was the foundation for all o f the previous articles each o f the researchers
studied various aspects of self-care (Artinian et al., Barnett et al., Carlson et al . Ni et
al.). Ni et al. studied the factors that increase or decrease knowledge and adherence to
self-care and found that knowledge was related to self-care behavior {r = 0.21, p = .026)
but knowledge was not always followed by adherence. Bennett et al. noted the
importance of self-care strategies to overcome the numerous symptoms experienced by
patients with HF but indicated that knowledge of strategies did not indicate use.
All of the studies noted a lack of knowledge in patients with HF (Artinian et al.,
2002; Bennett et al., 2000; Carlson et al., 2001; Ni et al., 1999). Ability to recognize
symptoms and to rate their importance is fundamental to the self-care of patients with
HF. The recognition of symptoms and their importance enables the patient to be able to
evaluate what course o f action to take (self-care agœcy). Artinian et al. indicated that
self^care knowledge dehcit was related to an inability to do self-care and that knowledge
is necessary, but not sufficient, for self-care. The research by Carlson et al. (2001)
indicated that education and eiq)erience could enhance the self-care abilities o f patients
with HF but that some patients still lacked the self-conSdence to take the appropriate
action.
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q/"^

Quality of life is a multidimensional concept that has

been defined in many ways and by numerous disciplines (Anderson, HoUenberg, &
Williams, 1999; Ferrans & Powers, 1985; McGregor & Goldsmith, 1998). Numerous
words are used to describe QOL Some descriptors are unidimensional,
multidimensional, construct, concept, functional assessment, health measurement,
perceived health status, happiness, life satisfaction, needs assessment, health status, and
health-related (Beckie, Beckstead, & Webb, 2001; Lane, Lip, & NDlane, 2002; Martin,
Glazion, & Simes, 1999; Riedinger, Dracup, & Brecht, 2002). Disciplines that attempted
to deGne QOL include health science, economics, psychiatry, medicine, nursing, social
science, and political science. Three deGnitions that hold closer relevance for QOL in this
secondary analysis include medical, social science, and nursing deGniGons.
FuncGonal abilities are the deGning factors of a medical conceptualization of
QOL Andason, HoUenberg, and ü^liams (1999) stated that QOL re&rs to roles and
saGsfacGon with daily funcGon, work performance, and emoGonal status. Anderson et al.
descnbed QOL as a "multifactorial, interrelated concept" that varies at différent times
throughout the life span. Because QOL varies between individuals, there is a lack of
consensus on a comprehensive deGniGon and assessment of QOL (Anderson et al ).
While use of a functional medical deGniGon is appropnate to the study of HF, the limits
o f this deGniGon included a lack of consideraGon o f the psychological/social factors.
Psychological/social factors such as social support, spirituality, or sexuality may be
important to paGents with HF and their percepGon of QOL
McGregor and Goldsmith (1998), who studied QOL Grom a social science
conceptualization, stated that QOL is relaGve and differs between individuals.
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McGregor's and Goldsmith's definition o f QOL is "the level of satisfaction with one's
conditional relationships and surroundings, relative to the available akematives'' (p. 3).
The conceptualization stated by McGr%or and Goldsmith emphasized the need &r
patient involvement in the measurement since QOL is based on satis&ction relative to the
situation.
Nurse researchers have deGned QOL as heahh, personal independence in
decision-making, and valuing relationships (King, 1994; Orem, 1995). Henderson and
Nite (1978) stated that QOL is synonymous with health, which was deGned as "that
margin o f mental and physical vigor that allows a person to work most eGectively and to
reach his highest potential level of satis&cGon in life" (p. 122). Baas, Fontana, and Bhat
(1997) defined QOL in chronic illness as “a subjective, personal evaluation of and
satisfaction with the physical, psychological, social, vocational, and spiritual dimension
of one’s life that are afiected by the level o f social support available and symptoms
experienced” (p. 27). Baas et al.’s definition listed factors that are important to QOL.
While QOL is affected by symptoms experienced and by social support, other &ctors
such as the importance of roles and social support and the severity o f limitations on
functional abilities may also aSect the patient's quality of life.
Ferrans (1990), Wio has spent much ofher fife studying QOL both in healthy and
ill populations, stated that the study of ()OL is a relatively new concept. Being only forty
years in development, the importance of QOL to health care is vital. Providing clarity to
the concept o f QOL is important for research outcomes, clinical practice, and use of
health care resources. Ferrans and Powers (1992) deGned QOL as "a person's sense of
well being that stems Gom satis&ction or dissatisfaction with the areas of life that are
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important to him/her^ (p. 29). The Ferrans and Powers conceptualization provides 6)r
consideration o f the uniqueness of the individual and the difkring importance o f aspects
o f life. The individual is the best judge of his/her QOL (Ferrans, 1990). The definition by
Ferrans and Powers was intrinsic to this secondary analysis since these researchers
developed the instrument used to measure QOL in the primary study.
gwa/fO' 0/^4^

Smith, Taylor and Mitchell (2000) stated that there are

150 different QOL instruments. Being too numerous for review, only several articles
were reviewed pertaining to ()0L instruments. Most of these articles utilized more than
one instrument to measure QOL
In an experimental study, Smith et al. (2000) analyzed four different QOL
instruments to compare sensitivity for measuring QOL in cardiac patients. The four
instruments included one generic form, (the Short Form 36 [SF-36]), two disease-speciSc
forms, (the Quality of Life Index-Cardiac version [QLI] and the Quality o f Life after
Myocardial Infarction questionnaire [QLMI]), and one paüent-generated form, (Schedule
for the Evaluation of Individual Quality o f Life [SEIQol]). Sixteen patients (15 male)
were evaluated using these self-administered questionnaires at the start o f a cardiac
rehabilitation program and at six weeks. Moderate sensitivity was measured by index of
greater than .5, which none o f the QOL measures achieved. Modest sensitivity (index >
.2) was noted in SF-36 subscales o f role-physical, bodily pain, vitality, social functioning,
and physical functioning and in the QLMI, social subscale.
Smith et al. (2000) stated that all o f the patient-generated measures indicated lack
of sensitivity to change. The small sample size, the possibility o f inadequate cardiac
intervention, and a ceiling effect that can occur with chronic disease may have limited the

20

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

results (Smith). All of the patients had either a myocardial infarction or coronary artery
bypass grafting or both. Thus, the results might not be appropriate to generalize to
patients with HF.
In 1992, Ferrans and Powers developed the Quality o f Life Index for patients
undergoing hemodialysis, based on satisfaction or dissatisfaction with areas o f life that
are important to the patient. The 64-item questionnaire had 6)ur domains, Wiich
included: (a) health and hinctioning, (b) socioeconomic, (c) psychological/spiritual, and
(d) 6mily. The construct validity of each dommn was supported by alpha coefficients of
0.87,0.82, 0.90, and 0.77 respectively. Convergent validity correlation between QU
scores and the assessment oflife satisfaction was r = .77. Internal consistency reliability
of the entire QOL was .93.
Since the initial QLI measurement in 1985, Ferrans and Powers have developed
multiple disease-specific instruments to measure qualify oflife. One of these, The
Cardiac Quality ofLife Index IH (QLI-III), was used in the primary study. Dean (1988)
suggested factors that are important for the selection of instruments used to measure
QOL. Selection, Dean stated, must be based on whether the research is qualitative or
quantitative, subjective or objective in dimensions, single or multiple in instrumentation,
subjective or objective in report, global or domain-specific, societal or individual in
perspective, and cognitive or aSective in evaluation. Selection ofFerrans and Powers
Quality ofLife Index for the primary study meets the requirements o f Dean’s assessment
(1988). The primary study was quantitative in approach, subjective on the part of the
patient with HF, domain specific (HF), individualized with a perspective of HF, and
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afEective in evaluation of QOL The QLI was consistent with the study of the efEect of
nursing intervention on the outcome of QOL.
(gwo/zty

/f/k ow/ A e o r t Q u a l i t y o flife has been analyzed in many

difGaing arenas, including 15 different cultures (Power, Bullinger, & Harper, 1999),
gender (Riedinger, Dracup, & Brecht, 2002), healthy populations, and chronically ill
populations (Jaagosild et al., 1998). Due to the difficulty in deGning quality oflife, it was
important to understand which definition and instruments are being used vdten analyzing
research.
Riedinger et al. (2002) studied the effects o f HF on the QOL of women. In a
secondary analysis of the studies of left ventricular dysfunction (SOLVD) research,
Riedinga" et al. compared women with HF (n = 663) with other groups of normative
women (n = 250 to 1406) and women with chronic illnesses (n varied ftom 40 to 1889
depending on the illness). Quality oflife was deftned as current life and general life
satisfaction as measured by physical functioning, emotional distress, social health, and
perceived health. Reidinger et al. postulated that women with HF have poor QOL. The ttest was used to test the difference between the mean scores on QOL of the women with
HF to those o f the other groups. The instruments used to measure QOL were a 90 item
questionnaire gathered ftom items on the Proftle o f Mood Status inventory, the
Functional Status Questionnaire, the Beta-Blocker Heart Attack Trial instrument, the
Ladder of Life, and the RAND Medical Outcomes Study instrument.
Riedinger et al. (2002) ftiund that women with HF, as compared to a normative
population, had significantly lower scores for QOL in current life situations (t = -12.13,
< .001), vigor

= -1.85,

< .05), intermediate activities of daily living (t = -14.2,
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< 0.001), social activity (f = -1.81, j? < .05) and general health ratings (t = -23.4,
^ < .001). The women also had three times higher ratings for anxie^ than the normative
group (f = 13.41, jp < .001). Symptoms o f depression in the groiq) with HF were
significantly higher than the normative group (t = 4.85, p < .001).
Limitations, noted by Riedinga^ et al. (2002), were the use of preexisting
literature for the data collection. The 6)cus on female gender may have limited the
gaieralizability o f the results. The research is important because it gave a kmale
perspective on an illness that affects about equal numbers of both genders but has a
disproportionately higha percentage o f total deaths and more hospital discharges in
women (Riedinga et al ).
The study to understand prognoses and preferences Gpr outcomes and risks of
treatment (SUPPORT) was a large longitudinal research project that evaluated the care of
critically ill, hospitalized patients at the end oflife. Jaagosild et al. (1998) utilized the
SUPPORT research data in a secondary analysis to evaluate patients who were admitted
to the hospital for acute exacerbation o f severe HF (New Ym t Functional Class [NYFC]
m & IV) for outcomes related to mortality, use of resources, and health related QOL
Patients (n = 1390) were fallowed for six months and evaluated on admission and at two
and six months. Health related overall QOL was rated by the patients as excellent, very
good, good, &ir, or poor. Current state o f health was then rated on a scale &om excellent
to poor. At admission, the median score o f QOL was rated as &ir (25* percentile good &
75* percentile fair), at two months QOL median score was rated as good (25* percentile
good & 75* percentile fair), and at three months QOL median score was rated as good
(25* percentile very good & 75* percentile fair) by the patients (n = 621,/? < .001).
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The Gndings of Jaagosild et al. (1998) indicated that aAer an acute exacerbation,
QOL in HF patients increased over time even without improvements in their functional
abilities. Data was missing due to the severe condition and co-morbid disease o f these
patients. Patients who had the worse QOL, health perception, and functional abilities had
the highest mortality. Jaagosild et al. indicated that missing data, chance, or younger
patients receiving a more aggressive approach could influence the increase of QOL over
time and affect the validity o f the study.
Scott's descriptive study (2000) of QOL and patients with HF was based on the
care-giving/care-receiving ofhome-care treatment with inotropic infusion. Quality oflife
was defined as the “overall effect and outcome of an illness and its treatment on an
individual's physical, psychologic and social well-being as perceived by that individual"
(Scott, 2000, p. 84). Scott utilized telephone interviews or mailed questionnaires to assess
20 end-stage HF patients and their 18 family caregivers. The Minnesota Living with
Heart Failure Questionnaire (LHFQ), and the Quality o f Life Index (QLI) Cardiac
Version m (Ferrans & Powers, 1996) were used to evaluate QOL The Mental Health
Inventory-5 (MHI-5) was used to assess mental health. The LHFQ consisted o f 21 items
that assessed to what extent the disease affects physical and emotional domains. The QLI,
a thirty-six-item questionnaire, evaluated perceived satisfaction with certain life domains
as well as the importance o f those domains. Domains included health/fimctioning, &mily,
socioeconomic, and psychological/spiritual.
Powerlessness, worry, depression, and loss o f control 0 q)lained 72% of the
variance in the psychologic domain o f patients with heart &ilure (M = 9.34, jZ) = 8.08,
< .05). Caregivers esteem inversely aSected patients' QOL but positively affected
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caregiver QOL. Scott (2000) postulated that increased self-esteem of the caregiver
increased feelings o f helplessness in the patient. Scott's study supported the muhi&ctoral
dimension of QOL Limitations of the study included the small sample size, mostly male
patient population (90%), mostly female caregivers (89%), and the cross sectional data
collection.
fnterveMfzoM owf A e a r t I n a rqport to healthcare pro&sâonals
ûom the Cardiovascular Nursing Council of the American Heart Association, Grady et al.
(2000) reviewed 87 pieces o f current literature on management of HF and provided
recommendations, including counseling and education for patients with heart failure.
Educational and counseling recommendations noted by Grady et al. included general
information about HF, diet, activity and exercise, and medications. Grady et al. reviewed
literature that included interventions such as HF clinics (nurse-coordinated or managed
care), community outreach programs (nurse-coordinated, directed or Acilitated), and
increased access to primary care providers. A multidisciplinary team, home-care-based
intervention was recommended by Grady et al. since m^orities of patients with HF are
elderly and may experience difficulty with ambulation or travel. Grady et al. stated that
an organized plan o f education and support were critical to achieve outcomes far patients
withHF.
Heart failure, education, and quality oflife were the foci of studies by Rich et al.
(1995), and Stewart, Marley, and Horowitz (1999). The study by Rich et al. demonstrated
a relationship between education given by nurses for patients with HF and the number of
réadmissions to the hospital. In the prospective, randomized trial. Rich et al. studied 282
elderly (70 or older) home-care HF patients to observe whether a multidisciplinary nurse-
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directed intervention could significantly reduce hospital readmission. This high-risk
elderly group was at increased risk for readmission. The dependent variables included
readmission rates, QOL, and costs of care.
In Rich et al.'s study (1995) QOL was assessed at baseline and at three months in
a subset of patients (n = 126) with 59 in the control group and 67 in the treatment group.
No deGnition o f QOL was given. The instrument used to measure QOL was the Chronic
Heart Failure Questionnaire, in which the patients rated their perceived QOL on a scale
o f one to seven with seven being the highest. Subscaies of the questionnaire included
dyspnea, fatigue, emotional function, and oivironmental mastery.
Readmission in the treatment group (28.9%) signiGcantly (p < .03) decreased
compared to the control group (42.1%). Cost o f care decreased by $460 in the treatment
group. Quality oflife at three months was increased in the treatment group compared to
the control group ip = .001). Rich et al. (1995) stated their conclusion that intervention
can increase QOL whüe decreasing readmission and costs for elderly patients with HF.
Rich et al. questioned which elements o f the intervention were most important to the
outcomes of increased QOL and decreased use of health care dollars.
Stewart, Marley, and Horowitz (1999) studied 200 patients with HF in a tertiary
hospital in Australia. The patients were randomly assigned to an intervention group or
usual care group. The intervention group received multidisciplinary home-based teaching
and intervention by a nurse. The dependent variables included the number of unplanned
réadmissions, number of deaths, QOL, and Ginctional status, measured at three and at àx
months Gom discharge. No deGnition of quality oflife was given.
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Quality of life was measured by the Minnesota Living with Heart Failure
questionnaire (MLWHF), SF-36 physical health, and SF mental health instruments. In the
MLWHF testing, the higher scores indicated worsening quality oflife and negative
scores indicated improvement in quality o f life. The MLWHF scores at three months &r
the intervention group

= -19, range -41 to 1) were improved compared to the usual

care group (Mak = -1, range o f-29 to 10,/? = .04). At six months both home-based
intervention and usual care groups were similar

= -17, range -35 to -8 vs.

A&k = -12, range-35 to -8,/? = 3 0 ).
The need 6?r education was rein&rced by the fact that at the Grst nursing visit
40% o f the patients had signs and symptoms of exacerbation, 25% w ^e not taking
medicatirms correctly and 90% did not know in&rmation related to a low sodium diet.
Readmission was reduced by 40% in the intervention group, although 10% of patients in
this group died or were readmitted before the home visit by the nurse. Intervention
patients had fewer unplaimed réadmissions (20 less per month) and fewer ur^?larmed days
in the hospital (16 less per month). Costs of hospitalization were less in the intervention
group than the usual care group by $900 (Australian). Limitations o f the research by
Stewart et al. included older, sicker patients 6om one tertiary setting being followed &r
only six months. Lack o f a control group also limited the results.
A e o r f o n c f gMo/r(y qf

Supportive education, as

deGned by Orem (1995), is specific in approach. Literature available for review on
supportive education was limited. One article related to HF was noted in the corrqruter
search for literature on the topics of SE, self-care, and QOL.
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Jaarsma, Halfens et al. (2000), in an experimental study, analyzed supportive
education, self-care, and QOL of patients with HF in the Netherlands. The randomly
assigned sample of 179 patients with advanced HF (NYHA Class m & TV) were divided
into two groups, an intavention group, in which supportive-education was used by the
nurse, and a routine care group. The purpose of the study was to analyze the effects of SE
nursing intervention on self^are abilities, self-care behavior and QOL of patients with
HF. The hypothesis was that "a supportive educational intervention designed for patients
vdth heart Ailure will increase selfkare agency and self-care behavior and have a
positive efkct on QOL" (Jaarsma, Halfens et al., p. 320).
Tools used by Jaarsma, Halfens et al. (2000) far measurement included a self-care
agency scale, three QOL dimensions, and an overall well-being instrument. Instruments
used to evaluate QOL were the Heart Failure Functional Status inventory. Symptoms
questionnaire and the Psychosocial Adjustment to Illness Scale (PAIS). There were no
statistically significant differences noted in the self-care abilities between the two groups
at baseline, three months and six months. Self-care behaviors at one month showed a
statistical signiGcant increase (p = .001) for the intervention groups and also at three
months (p = .005). By nine months there were no significant diSerences noted (p = .11)
in self-care behavior. There were slight diS^ences between the intervention group and
the control group with functional capabilities, and overall well-being scoring higher
(better) in the intervention group and symptom severity and distress scores being higher
(worse) in the control group. The number of symptoms reported was consistent between
the two groups. Correlation between QOL and self-care variables of self-care agency,
functional capacity, number o f symptoms, psychosocial adjustment to illness and well-
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being were analyzed. The correlation coeGRcient between QOL and self-care agency at
baseline, three months and nine months was 0.48 (correction far attenuation,

< 0.001).

Jaarsma, Halfens et al. (2000) stated that the study demonstrated a signiGcant
improvement in self-care behavior due to supportive-education intervention. The eGect of
intervention on QOL was limited since both groups improved over time and lacked
statistical signiGcance of change. Changes in symptom distress in the intervention group
were signiGcantly less at nine months compared to the control group (t= 2.1,^ = .04).
Symptom severity also lessened signiGcantly at nine months in the interveoGon group
versus the control group (t = 2.3, = .02). Jaarsma, Halfens et al. stated that these
statistics indicate that nursing intervention o f supportive-educaGon can have a positive
effect on the patient’s experience o f HF.
One limitaGon o f the research noted by Jaarsma, Halfens et al. (2000) was
attrition due to death, which was higher in the intervention group. Jaarsma and Halfens et
al. suggested that the QOL instruments might lack sensitivity to changes over time or that
elderly chronically ill paGents needed more o f an individualized approach by a
multidisciplinary team. In reviewing the study it was noted that the patients in the control
group were given routine care. The SE group received care that was over and above that
received by the control group and therefore, it was difBcult to evaluate if the SE
intervention or if any type o f nursing attendon beneGted the patients.
Summary and ImplicaGons
A review o f the literature indicated that HF is a common chronic condiGon that
affects not only the quantity of health care but also the quantity and quality o f life for
paGents with HF (Jaagosild et al., 1998; Riedinger et al., 2002; Scott, 2000). PaGents with
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HF have significant self-care deSchs (Bennett et al., 2000; Carlson et aL 2001; Jaarsma,
Halfens et al, 2000). Orem (1995) suggested that nursing interventions by SE are
essential to patients whose QOL has been aSected by illness. Additional investigation
about home-care interventions would be o f value because "most o f the battle against this
disease is waged on the patient's own home turf (Pozen, 1998, p. 42).
While Jaarsma and Halfens et al. (2000) identiGed some important results and
considerations related to the nursing intervention of supportive-eduGation in home-care
patients, the study was limited by lack of a control group (placebo). Analysis o f an
individualized, supportive-education nurse intervention &)r home-care patients with HF
would be valuable. Analysis of SE intervention could assist nurses in evaluating the type
o f intervention that may be ef&ctive far self-care of patients with heart failure. Use of
Orem's %lfoare deGcit theory (1995) was utilized in this secondary analysis to
determine if nursing interventions using supportive-education increased the perceived
QOL of patients with HF.
Hypotheses
1. The quality of li& far the SE group wiU improve at six months comparW to baseline.
2. Patients receiving the intervention o f supporGve-education will have an increased
quality oflife compared to paGents in the placebo group at six months.
DeGniGon of Terms
q / " T h e Ferrans and Powers' (1992) defiiGGon o f QOL was utilized,
since the QOL instrument used in the primary study was the Ferrans and Powers Quality
o f Life Index - Cardiac Version m . Quality oflife was deGned as "a person's sense of
weU being that stems G"omsatis6cGon or dissatisfacGon with the areas o f life that are
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important to him/her" (Ferrans & Powers, 1992, p. 29). The measurement of QOL has
6)ur domains, which were health and functioning, socioeconomic, psychological/
spiritual, and &mily.
grmç?. Supportive education, as deGned by Orem (1995),
was a nursing system, which provided for an assessed self-care deGcit in which "a
patient's requirements for help are conGned to decision making, behavior control, and
acquiring knowledge and skills " (p. 310). The supportive-education group received
nursing intervention of supportive education along with the usual home care by the
agency nurse.
Placebo group. The placebo group received visits by an intervention nurse along
with the usual home care. The intervention nurse provided teaching on health
maintenance issues not related to HF.
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CHAPTERS
METHODS

Research Design
The purpose o f the primary study, as designed by Dr. Kay Setter Kline was to test
two nursing interventions for patients with heart Ailure (HF) receiving home care. Dr.
Kline studied the efkct that two nursing interventions had on the outcomes of self
management and QOL The primary study by Kline (1999) was titled, Home Core
O n icom efH ea rt fm/«re.

Two HhraMg y4/:proocAe&

The research design of the primary study was a blind experimental approach in
which patients were randomly assigned to three treatment groups. All groups received the
usual home-care by the home-care agency nurse. The first group, the placebo group,
received nursing interventions based on education for health promotion. The second
group received nursing interventions based on mutual-goal setting (King, 1994). The
third group received nursing interventions based on supportive-education (Orem, 1995).
Funding for the primary study was provided in part by the Midwest AfBliate of the
American Heart Association.
The purpose of this secondary analysis was to examine the difierence in QOL
between two specific nursing interventions fi)r individuals with HF over time. The
specific mirsing intervention o f interest was supportive-education (SE), which was based
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on Orem^s (1995) nursing system of self-care deScit. The second nursing intervention
was a placebo that incorporated health promotion topics not related to HF. The primary
goal of this secondary analysis was to conqrare the SE nursing intervention to the placebo
intervention. The specific objective was to evaluate if SE improves the QOL for
individuals with heart failure at six months. Another objective was to evaluate if the QOL
in the SE group improved &om baseline to six months. Data analysis included the QOL
self-evaluated ratings by the patients with HF who received the placebo and SE nursing
interventions. Only data 6om the SE and placebo groups were examined in the secondary
analysis.
The advantages of using a secondary analysis included time efficiency and
economy of cost since data collection can be expensive. As Polit and Hungler (1995)
stated, "The use of available data makes it possible for the researcher to bypass timeconsuming and costly steps in the research process" (p. 193). Disadvantages o f using a
secondary analysis included a lack of control over the research design and the
instruments. Despite these disadvantages, the advantages of using a secondary analysis
were of primary importance to this investigator and the data available were appropriate
for this secondary analysis.
Internal validity was an important factor to consider for research. Threats to
internal validity included Actors that cause or afkct the outcomes other than the
intervention. One factor that could have influenced internal validity in this analysis
included the amount of education each patient received prior to the study, such as by
hospital personnel, physicians, or other sources besides the research nurses. Control of
education during the study was attempted since all patients continued visits by the home-
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care nurse &r eight weeks and each group received either education based on American
Heart Association HF guidelines or general health information not related to HF.
The selection process was also an important influence. Human 6ctors that could
have influenced this analysis were numerous. These Actors included progression of the
disease, Atigue, co-morbid conditions, age, gender, stage of the disease (NYHA
functional class I - IV), and support systems. Mortality or drop out rate was another
important Actor since the study was 12 months in duration. Mortality or drop out rates
should be less than 20% and about equal in all three groups Ar internal validity (Polit &
Hungler, 1999). Since many study participants were lost over the 12-month period, the
secondary analysis utilized data at baseline and at six months. Use o f data collection over
time as compared to a cross-sectional design increased internal validity (Polit &
Hungler).
External validity determines whether the results can be generalized to other
settings. Demographic characteristics of the sample, such as age, gender, and race, should
be consistent for each group. To reduce the risk of contamination by setting and type of
treatment, all of the participants received treatment within the setting of their own homes.
Graduate nursing students, working as research assistants, collected the data. The
study was conducted over a one-year period and data were collected at baseline, and at 3,
6, 9, and 12 months. Registered nurses, as research assistants, provided the interventions
and were trained in the use of only one intervention. All data were collected at the
patient's home by a diSerent group o f registered nurses. None o f the patients, home care
agency staf^ intervention providers, or data collectors knew which patients were assigned
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to vilich treatment group. This selective training attempted to prevent crosscontamination o f the intervention groups.
Sample and Setting
The study used a convenience sample of patients vdio received home care. All
patients were &om two home care %«icies in the Midwest. Patients admitted to the study
had a primary diagnosis for home care of HF at the beginning o f the study. All patients
were over the age of 18, were able to unda^Aand and speak the English language, and
were able to give informed consent. Patients were not restricted from participation due to
gender, race or socioeconomic status. The goal was to include 62 patients in each o f the
three groups. Actual numbers o f patients in the study were less than expected, for the
placebo group (« = 33) and the SE group {n = 28).
Characteristics o f Subjects
Demographic data included age, gender, marital status, employment status,
highest level o f education, annual income, and the length of time since patients were
diagnosed with HF. Although 33 patients were enrolled into the placebo group, there
were only 31 who responded for data entry. In the SE group, one individual did not
respond to the data entry, leaving 27 respondents.
For the entire group o f those who received SE and those who received the
placebo, the mean age was 75.53 with a standard deviation o f 11.66. Approximately half
of the individuals were age 79 or older. Males accounted for 25 o f the 58 patients, thus
the m^ority (56.9%) were kmales. Twenty-eight o f the 58 patients w ee married and 30
w ee unmarried. Only one patient, who worked two hours p e week, was employed.
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The m^ority of patients (55.2%) had 11* to 12^ grade education levels. Thirteen
patients had some college education and 13 had education levels of 10* grade or less.
Annual income for the patients was $40,000 or less. Those who made $20,000 or less
were in the m^ority (61.4 %). Less than a third o f the participants (29.3%) were
diagnosed with HF for less than one year, 39.6 % were diagnosed with HF 6)r one to 6ve
years, and 31% were diagnosed with HF 6)r greater than Gve years. See Table 1 for the
demogr^hic comparison between the placebo group and the SE group.
Instruments
The instruments utilized for data collection in the study included a tool to record
the demographic information of the sample. The second tool measured self-management
(Sel^Management Tool). The third tool, the Ferrans and Powers Quality of Life Index:
Cardiac Version m (QLI -

m), measured quality oflife (Appendix A). This tool

measured overall QOL, which included four domains that are specific to QOL. The
domains included health and functioning, social and economic, psychological/spiritual,
and family.
The QLI - m was divided into two parts. Part I evaluated how satisGed the
patient was with the 6)ur domains o f health by asking the patient to rate satisfaction 6om
one to six on 36 questions. An answer o f one indicated that the patient was "very
dissatisGed" and an answer of six indicated that the patient was 'Very saGsGed" with the
item. Part n asked the same 36 quesGons based on importance of the item to the paGent.
The rating scale was Gom one to six. One indicated "voy unimportant" and six indicated
"very important".
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Table 1
CooÿWfw»
Demographic Variables

fAe fZoceAo owf /Ag AggTorAv &6<cafzo» Groupe
Pleacebo Group

Numba" of Participants

SE Group

31

27

75.68
9.96
56-94

75.33
13.54
42-94

Genda: Maie
Female

12
19

13
14

Marital Status: Married
Unmarried

15
16

13
14

Employment: Unemployed
Employed
*Missing

29
1
1

26
0
1

Highest Level of Education:
High School o f Less
College

27
4

18
9

18
11
2

17
8
1
1

10
11
10

7
12
8

Age:

Mean
Standard Deviation
Range

Annual Income in Dollars:
20,000 or less
20-30,000
30-40,000
*Missing
Length o f Time Since Diagnosis:
< 1 Year
1 - 5 Years
> 5 Years
*Vbfg: missing dam
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The QLI - m was developed to measure QOL in terms of the patient's
satisfaction with life. The importance of the ratings ofPart H were used to weight the
satisfaction responses of Part I. Scwes, there&re, reflected the patient's satisfaction with
the areas oflife they valued most. The QLI has been used in over 100 published studies
(University of Chicago, 2003). No training was required to administer the test and the
reading level was at fourth grade which was well below the established 7* to 8* grade
reading level suggested by Polit and Hungler (1999).
In previous studies, internal consistency reliability with cardiac
patients has been reported 6om .86- 96 (Bliley & Ferrans, 1993). Papadantonaki, Stotts,
and Paul (1994) in a study of cardiac patients and QOL determined the alpha coefficients
for the four domains; health and functioning (.90), social and economic (.89),
psychological/spiritual (.90), and &mily (.79). Polit and Hungler (1999) stated that
reliability coefficients should be greater than .70 to be valid. In this secondary analysis,
reliability coefficient was alpha of .88 for overall QOL. Cronbach’s alpha coefficients for
the four domains measured in QLl-111 were health and functioning (.85), social and
economics (.67), psychological/spiritual (.82), and family (.65). Two internal coefficients
did not meet the .70 criterions. This may be related to sample size and the number of
items in the domain.
FizWry. Ferrans and Powers (1992) supported content validity of the QLI. Good
convergent validity between QOL and life satisfaction was indicated by the correlation of
.77. Contrasted groups, as well as &ctor analysis, supported the construct validity of the
four domains. Factor analysis explained 91% of the total variance.
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Procedures
The study was introduced to the patient by using a predetermined script
(Appendix B). The home care nurse notified the data collection nurse if the patient
expressed interest. The data collection nurse visited the patient to e;q)lain the study and
obtain in&rmed consent (Appendix C). Demographic in&rmation and baseline data were
collected at that time. The data collector next notiGed the primary investigator A^io
randomly assigned the patient to an intervention group.
Once assigned to a group, patients received a weekly visit by the intervention
nurse. During the time of initial intavention, patients were still receiving care by the
home care agency nurse. All three interventions provided additional education to the care
received &om the home-care agency nurse. Additional education for the placebo group
included information about health promotion not related to HF. The second group
received interventions using mutual goal setting. In mutual goal setting, the patient and
the nurse decided together on the goals of treatment and methods to reach those goals
(King, 1994) The third group received interventions using supportive-education. The SE
^proach utilized teaching, guidance, and support for the patient to self-manage HF
(Orem, 1995). The SE intervention is the ^proach of interest for this secondary analysis
(Appendix D). The additional information Gar the SE group and the mutual goal setting
was based on the AHCPR Heart Failure Guidelines (Appendix E).
Participation in the primary study was completely voluntary and patients were
allowed to withdraw at any time. Selection o f patients to a particular group was
maintained by random selection All patients received non-prejudiced treatment since all
received some type of intervention No risks to the patients were identiGed for
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participation in the study, other than those encountered in normal daily life. Since fatigue
could be a risk 6ctor 6)r patients with HF, data collectors and interventionists were to
reschedule the visit if &tigue was identiGed. ConGdentiality was maintained so that no
public disclosure of names would occur in publication of the research. Patients were
given the option of receiving study results when the study was completed.
The primary study complied with Federal Register regulations as noted by the
Human Research Committee of Grand Valley State University and permission for the
secondary analysis was granted by the primary investigator. Dr. Kline (v^pendix F).
Approval Gar the secondary analysis was granted by the Fhiman Research Committee of
Grand Valley State University (Appendix G),
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CHAPTER 4
RESULTS

Purpose
The purpose of this secondary analysis was to examine the diSerence in quality of
life between two spedfic nursing interventions far patients with heart &ilure. The
specific nursing intervention o f interest was supportive-education, which was based on
Orem’s (1995) nursing system of self-care deficit. One objective was to evaluate if QOL
increased in the SE group 6om baseline to six months. Another objective was to evaluate
if SE intervention will increase QOL 6)r patients with heart failure at six months
compared to the placebo group.
Measurement of Variables
The dependent variable was QOL This dependent variable was measured using
the Ferrans and Powers Quality of Life Index, Cardiac Version m (QLI - m). The
measurement tool was ordinal with values ranging &om one to six. The scores on the QLI
- m were based on interval level data. Overall QOL was measure. Four domains of QOL
were also measured. These included (a) social-economic, (b) 6m ily, (c) health related,
and (d) psychological-spiritual domains. The overall QOL and the domains were
measured at baseline and at six months Scores of QLI-IH ranged hrom 0-30 and higher
scores indicated an increased QOL.
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The independent variables were the two nursing interventions. The two nursing
interventions were placebo and supportive-education. The independent variables were
measured by nominal data since a patient can only be in one of the two groups. Polit and
Hungler (1999) stated that nominal data are "mutually exclusive and collectively
exhaustive" (p.440). The dq)endent variable, the QOL score, was measured at internal
level. The scores were ranked and there were equal distances between the numbers.
Data Analysis
The Statistical Pack^e for the Social Studies (SPSS) was used to analyze data.
The level o f significance was set at less than .05 for all statistical procedures.
Descriptive statistics. The descriptive statistics for QOL at baseline for the
placebo group and the SE group are listed in Table 2. As noted in Table 2 all of the mean
scores for overall QOL and the four domains were smaller in the placebo group than in
the SE group. The standard deviations for the means were greater in the placebo group
than in the SE group. The range also indicates that values were more widely distributed in
the placebo group and that the family and psychological scores reached the highest value
of 30 for both the placebo group and the SE group.
The descriptive statistics &r QOL at six months &r the placebo group and the SE
group are listed in Table 3. All of the scores for QOL and the four domains were higher
in the SE group than the placebo at six months except the social/economic domain. All of
the mean scores for the placebo group increased from baseline to six months except the
family domain. All of the mean scores &)r the SE group increased from baseline to six
months except the social/economic domain. The sample size of the placebo group had
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decreased at six months Grom33 patients to 26. The sample size at six months in the SE
group had decreased &om 27 to 18 patients.
As noted in Table 2 and Table 3, the range of scores for the &mily and psychospiritual domains for the placebo and SE groups both had maximal scores o f 30. The
highest ranges of scores were equal for the SE and placebo groups for social-economic,
&mily and psycho-spiritual domains. At the lowest end of the range, all scores for the
placebo group were lower than the SE group at six months. All values for the means at
six months were greater than the means at baseline.
one. The Erst hypothesis stated that quality o f life &r the SE group
would improve over time (6 months) compared to baseline. When analyzing the SE group
and the placebo group from baseline to six months, the paired t-test was the appropriate
test to use. Analysis was within the same group but tested at two differing points in time.
Owfcome. The overall quality o f life signiGcantly increased Bom baseline to sixmonths for the SE group (p = .006). See Table 4.The domains that indicated statistically
significant improvement were health/functioning (p = .002) and psychological/spiritual
ip - .041). The domains that did not show statistically significant improvement were
social/ economic (p = .564) and Gunily (p = .349). The fast hypothesis was supported by
the indication that QOL improved in the SE group &om baseline to six months and
especially in the health/functioning, and psychological/spiritual domains.
The placebo group indicated no significant change in QOL
6om baseline to six months (p = 867). The data for the paired t-test for the differences in
QOL between baseline and six months for the placdx) groups is listed in Table 5. Overall
quality of life indicated no signiGcant increase Gom baseline to six-months (p = .867).
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Table!
Aoff&fzcf
Edkcoffo» GrcMgw

Variable

gOZ aW DomwK of&zsg/fw m (Ae fZaceAo ow/ Aggwrfhv-

Placebo
M= 33
Mean(SD)

Range

Supportive Education
M=26
Mean(SD)
Range

Overall QOL

20.72 (4.88)

10.07-28.25

21.04(3.79)

13.04-26.66

Sodal/Economic

22.88 (4.65)

7.44-28.33

23.21 (2.75)

17.11-26.94

Family

23.42 (5.28)

13.38-30

23.80 (4.85)

9.75-30

Health/Functioning

17.88(6.16)

7.44-28.69

18.26 (5.64)

6.53-28.47

Psychological/Sprirtual

22.91 (6.65)

6.86-30

23.07(5.44)

11.64-30

Table 3
Dewnpfrve Aüfüücy^br QŒ, aw / Domoiw a/ ^nrA/awtAg m (Ae f/oceAo ow/
.y^g^por^ve-JGdkcafzom Groxg?

Variable

Placebo
n = 26
Mean (SD)

Range

Supportive Education
«= 18
Mean(SD)
Range

Overall QOL

20.60 (4.78)

9.3-27.47

22.95 (4.75)

13.51-28.82

Social/Economic

23.21 (2.75)

17.11-26.94

21.04 (5.35)

8.78-28.33

Family

22.09(6.13)

9-30

24.72 (3.82)

15.75-30

Health/Functioning

19.20 (5.23)

7.75-28.44

20.94 (6.68)

8.79-29.22

Psychological/Spiritual

23.43 (6.72)

.86-30

24.98 (4.87)

13.71-30
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Table 4
fm /W
m QOZ aw^Domaiw Aehyeem AMeAw oMtf j^ÊcAA)M^Ay^br
7%g &gÿw(h4g EdkcoüoM Group

Variable

Baseline
n = 26
Mzo» (22))

Six Months
n - 18
(22))

t

#

Overall QOL

21.04(3.79)

22.95 (4.75)

-3.104

17

.006

Social-economic

23.21 (2.75)

21.04 (5.35)

-.588

17

.564

Family

23.80 (4.85)

24.72 (3.82)

-.962

17

.349

Health/Functioning

18.26 (5.64)

20.94 (6.68)

-3.558

17

.002

Psychological/Spriitual

23 .07 (5.44)

24.98 (4.87)

-2.213

17

.041

Variable

Baseline
n = 26
A^leoM(2D)

Six Months
n - 18
Mean (SD)

t

42

Overall QOL

20.72 (4.88)

20.80 (4.78)

-1.69

25

.867

Social-economic

22.88 (4.65)

23.21 (2.75)

2.56

25

.017

Family

23.42(5.28)

22.09(6.13)

.69

25

.497

Health/Functioning

17.88(6.16)

19.20 (5.23)

-1.16

25

.256

Psychological/Spirituai 22.91 (6.65)

23.43 (6.72)

-.76

25

.454

Table 5

the Placebo Group
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The domain that indicated statistically significant improvement was social/economic
(p = .017). The domains that did not show statistically signihcant improvement were
family (p = .497), health/functioning (p = .256), and psychological/spiritual (p = .454).
two. The second hypothesis stated that patients receiving the
intervention of SE would have an increased QOL compared to patients in the placebo
group at six months. The statistical significance o f the diSerences between the means of
the placebo group and the SE group at six months were measured by the independent ttest. The results, listed in Tfd)le 6, indicated that there was not a statistically significant
difference between the placebo group and the SE group at six months (p ~ . 148). The one
domain that was closest to statistical significance was the sodoeconomic domain
(p = .050). The family domain did not show statistical significance (p - .087). The
health/functioning domain (p = .339) and psychological/spiritual (p = .409) domains also
did not indicate significant difference. No statistically significant differences were noted
between the two groups.
OnAxnwe. The independent t-test between the means of the placebo group and the
SE group at six months indicated that there was not a statistically significant difference
between the placebo group and the SE group at six months (p = .148). The one domain
that was closest to statistical signiGcance was the socioeconomic domain (p = .050).
Thaie&re, the second hypothesis was not supported.
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Table 6
^
m gOZ, aW Dommw 6efwee» ZAe fZaceAo awZ
Aç:gw7#yeTEdkcaüa» Groxgw of Ax; mcwZAa
Placebo
n = 26

Supportive Education
n - 18
t

#

P

22.95 (4.75)

-1.475

42

.148

23.21 (2.75)

21.04 (5.35)

-2.020

42

.050

Family

22.09(6.13)

24.72 (3.82)

-1.752

41.62

.087

Health/Functioning

19.20 (5.23)

20.94 (6.68)

-.967

42

.339

Psychological/Spiritual 23.43 (6.72)

24.98 (4.87)

-.834

42

.409

Variable

AZewf /5DZ

AZeo»

Overall QOL

20.80 (4.78)

Social-economic

Table 7
Z%j|gpeMù&MZ f-T & ÿZ ^ Z)zÿkrgMC&y z/%gO Z, awZ Z)omam$ AeAyge»

fZaceAo awZ

Supportive-Education Groups at Baseline
Placebo
n = 26

Supportive Education
n - 18

Variable

AZeoM (SZ))

AZeoM(SZ))

t

#

P

Overall QOL

20.72 (4.88)

21.04(3.79)

-.286

59

.776

Social-economic

22.88 (4.65)

23.21 (2.75)

-.340

53.172

.735

Family

23.42 (5.28)

23.80(4.85)

-.297

59

.768

Health/Functioning

17.88(6.16)

18.26 (5.64)

-.250

59

.803

Psychological/Spiritual 22.91 (6.65)

23.07 (5.44)

-.101

59

.920

47

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

CHAPTERS
DISCUSSION

Summary of Results

Increased overall QOL in the SE group was indicated by statistically significant
difkrences &om baseline to six-montbs. The Grst hypothesis stated that quality o f life for
the SE group would improve at six months compared to baseline The Grst hypothesis was
supported by the signiGcant increase in QOL far the supportive education group
(p = .006). Other researchers have also noted an increase in QOL over time (Jaagosild et
al., 1998; Stewart et al., 1999).
The second hypothesis stated that patients receiving the intervention o f SE would
have an increased QOL compared to the patients in the placebo group at six months. The
second hypothesis was not supported since there was not a significant difkrence in QOL
at six months between the placebo group and the SE group (p = .148).
As noted in Table 2, the mean values for QOL in both the placebo and the SE
groups at baseline were lower. The overall QOL was rated at 20.72 by the placebo group
and 21.04 by the SE group. The lowest ratings were in the health/functioning domain,
with 17.88 as the mean in the placebo group and 18.26 in the SE group. These low values
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are an indicator o f the impact HF has on the QOL for the patients. Heat &ilure decreases
QOL in patients diagnosed with this syndrome.
Similarities o f the placdx) and SE groups at baseline are noted in Table 7. Overall
QOL diSered very little between groups (p = .776). The domain that indicated the least
amount o f dif&rence between the placebo and SE groups was the psychological/spiritual
domain (p = .920). The social/economic domain indicated the biggest difkrence with a
/f-value of .735. Since there was great similarity between the placebo group and the SE
group at baseline, it is interesting to note the diSerences in QOL and domains at six
months, noted in Table 6. Overall QOL by six months had ap-value of .148, which was
not statistically significant but was closer to significance than at baseline. All of the
domains and especially the social/economic and family domains were very close to being
signiGcantly diSerent at six months between the placebo group and the SE group. The
change in p-values Gom baseline to six months between the groups suggests that SE does
increase the QOL of patients with HF. The signiGcance o f this Gnding is that nursing
intervention can increase QOL The intervenGon of SE is a nursing system that does
provide beneGts to paGents with HF. One beneGt noted in this secondary analysis was
increased QOL
Certain domains o f QOL seemed to increase more than other domains. Two
domains that did not change signiGcanGy over a six-month penod o f Gme were Gie family
domain and social-economic domain. Reasons for this lack o f change may be due to the
fact that many individuals with HF have a Gxed annual income and stabilized family
situaGons. In fact, social/economic QOL decreased at six months in the SE group
conq)ared to baseline. Factors that might have caused this decline include increased cost
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of medication and lack of employment. The differences in the two groups could also be
attributed to employment since one individual in the placebo group was working
Domains that could change over time such as health and psycho/spiritual factors
increased signiGcantly which may have produced a signiGcant inoease in overall QOL.
The importance o f the lack of change in some domains should encourage nurses to hocus
on all factors related to QOL. The use o f a muhifactoral instrument also indicated that
QOL is a muhifactoral concept and should be measured by various domains or factors
and not just by one scale.
Smith et al., 2000 noted an increase in QOL to a certain point in time and labeled
this a ceiling effect. Data in Table 2 indicated that at baseline some of the patients (at
least one) rated the family domain and/or the psychological/spiritual domain at the
highest possible score of 30. Any improvement 6om this high score is not possible and
may have caused the

Perhaps, the six-month time period for the study

caused a ceiling effect so that no statistical difference was noted.
Researchers have analyzed changes over time in QOL and noted increased QOL
scores (Smith et al., 2000; Stewart, Marley & Horowitz, 1999). Stewart, Marley and
Horowitz, in a secondary analysis of the SUPPORT research, noted an increase in QOL
over time. The research by Stewart, Marley, and Horowitz was most like this secondary
analysis since SE was the nursing intervention used. The study by Stewart et al. indicated
a statistically signiGcant difference in QOL at three months but not at six months. In the
secondary analysis, MgniGcant changes were noted at six months in QOL scores in the SE
group but not when compared to the placebo group. Nursing intervention was better
controlled (placebo group) in the secondary analysis than in the study by Stewart et al.
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The secondary analysis indicated that there was an increase in QOL over time in
the SE group. While signiGcant improvement was not shown compared to the placebo
group in this small sample, any improvement may be important to the patient with HF.
Since the costs of HF are more than monetary and the individual is the best judge of what
these costs are and what interventions most helpful to the lived experience, more research
is needed.
The secondary analysis also indicated that QOL is a multi&ctoral concept. The
QOL of an individual is best measured by use of scales that provide for the many factors
that are afkcted by HF. Use of the QLI-HI provided for evaluation o f four Actors that are
affected by HF
Relationship to Orem’s Theory
Orem’s theory of self-care deGcit (1995) provided the Gamework for the study of
SE and QOL in paGents with HF. While QOL did increase in the SE group Gom baseline
to six months, the use of SE was not significant compared to the placebo group. The selfcare deficits of individuals with HF have been documented in the literature and noted in
practice. While self-care deGcits seemed to decrease the self-care agency, the
intervenGon may or may not have increased the individual’s self-care agency. Much
depends on the individual.
Orem’s theory made assumptions that nursing intervention with supporGveeducation would increase self-care agency, decrease self-care demands, and increase selfcare. ArGnian et al. (2002) stated that knowledge is necessary but not sufhcient Ar selfcare. Carlson et al. (2001) noted that knowledge of self-care does increase over time Gom
the initial diagnosis. No assumptions about knowledge and self-care can be made since
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knowledge level was not analyzed. Also, supportive education involves more than
teaching. The intervention of supportive education also incorporates guidance and
support.
Although, tools are available to measure self-care, this was not addressed in the
secondary analysis. By not knowing if the intervention caused an increased in selfcare,
no assumptions can be made about whether an increase in self care agency would cause
an increase in QOL. The connection between self care agency and quality of life was not
substantiated by this secondary analysis.
Orem’s (1995) theory of self-care deficit allowed assumptions to be made about
the effects of HF on self-care demands and self-care agency. Using the nursing agency of
supportive-education could then test self-care deficit theory. The outcome of QOL could
be used to measure the efkct of the supportive-education nursing agency. Use of theory
gives research definiticm and direction.
Limitations
Limitations of this secondary analysis included attrition, use of existing data and
tools, and lack of information about the health of individuals at the beginning of the
study. Attrition of patients occurred throughout the study. The rate of attrition was
especially high in the SE group. Approximately a third of the participants in the SE group
had dropped out of the study by six months. This investigator is not aware o f reasons for
this attrition but could suggest that death, progression of the disease requiring
hospitalization, or incapacitating symptoms may have caused the dropout rate. Attrition is
difficult to control, especially in a population with a chronic illness that fiequmitly leads
to death. To avoid problems o f a small sample size due to attrition, steps need to be taken
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to ensure a large sample population. Increasing the sample population by using other
agencies besides home-care agencies would have baiefits in numbers but also lacks
control o f environment.
According to Polit and Hungler (1999), a small sample size (xmld increase the risk
of Type I and Type n errors. External validity determines whether the results can be
genaalized to otho" settings. For external validity the demographic characteristics o f the
sample, such as age, gender, and race, should be consistent for each group. As noted in
Table 1, the characteristics of the groups were similar except &r gender and length o f
time having had HF.
Several studies have noted differences in gender for individuals with HF. Bennett
et al.’s (2000) study noted that women with HF had more depressive symptoms than men.
Research by Ni et al. (1999) indicated several factors that could increase individuals'
knowledge of self-care. One of these factors included female gender. Riedinger et al.
(2002) studied only female patients with HF. Gender differences may cause differing
results. Perhaps it would be best to study these two very distinct groups separately. This
secondary analysis could not be generalized to other populations such as younger or
gender-specific groups.
Another factor that might have limited the results included the use of existing
research. Missing data and arors in data were potential problems that could not be
identiSed by a secondary analysis. The use o f existing tools, such as the QLI-m, might
not have allowed for measurement of all factors that are important to QOL such as non
family social support and community resources.
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Researcher and patient characteristics such as emotional investment, aSkct, and
setting can aSect the results and should be kept as similar as possible between patients
and researchers. Setting and treatment can also aSect human subjects. The mostly elderly
population vdio needed home care was a very specihc population. These results should
not he generalized to a younger group o f individuals with HF who were not in need of
home-care by visiting nurses.
Nursing Implications
Nursing implications that can be derived &om the secondary analysis included
individualized care, nursing intervention, and need for education. Individuals with HF
experience a variety of symptoms, needs, and experiences. While all individuals may
need support, guidance, and teadiing, not all will respond to SE with the desired outcome
o f self-care. Some may not have the cognitive function or the desire to change or the
ability to change. These factors are as individual as the condition of HF itself. Nurses
need to assess the individual and family to determine what nursing interventions are most
important and most elective. Assumptions about certain populations, such as the elderly,
should not be made when determining intervention.
Types of nursing intervention that can benefit individuals with HF are important
considerations for nurses in advanced practice, in education and in administration.
Research has indicated that 50% o f hospital admissions by individuals with HF are
preventable (Knox & Mischke, 1999). Nursing administrators have an opportune position
to Gnd ways to decrease the cost, readmission rates, and management far patients with
HF. Pnagrams to manage HF are needed. Advanced practice nurses have the knowledge
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and skills to be able to manage and maintain a holistic, individualized program of
intervention for patients with HF.
Nursing education has an impact on the pro&ssion and the community. Nurses
give guidance, support, and education in many differing arenas. Some of these arenas
include schools of nursing, inpatient and outpatient settings, community programs, and
continuing education for nurses. Nurses educate patients, 6milies, communities, and each
other. Education based on research Endings is important to the continuity of quality
services that nurses provide.
The numbers of people needing information about HF continues to escalate since
HF is such a pervasive condition. Nurses who disseminate information and give
supportive advice and guidance may be instrumental in decreasing the costs o f HF.
Supportive-education is one nursing intervention that nurses can use to increase the
quality of life for patients with HF.
Recommendations for Research
Research recommendations noted from the secondary analysis include type of
population, type of intervention and use of theory. Future research of individuals with HF
could focus on individual differences within the boundaries of a HF diagnosis. These
individual differences include gender, severity of disease, available support systems and
resources, and factors that could affect well-being such as depression and co-morbidities.
Interventions for individuals with HF and their families are important
considerations. Nursing interventions provide a framework to promote self-care. The
importance of these interventions is not in question but questions do remain about what
interventions are most helpful. Research continues to give definition to nursing
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interventions. Research should also focus on what individuals with HF Gnd to be the
most beneGcial nursing interventions.
Continued use o f theory in research to form a Gamework Gn practice is necessary
for nursing. Basing practice on research and theory deGnes nursing practice and gives
practice stability and deGnition. Use of Orem's (1995) theory of self-care deGcit deGnes
the problem. Continued research based on nursing interventions provides increased
knowledge about outcomes 6)r paGents with HF.
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Appendix A

Ferrans and Powers
QUALITY OF LIFE INDEX®
DIALYSIS V E R S IO N -m
PART I. For each of the following, please choose .the answer that best describes how
you are with
that area o f your life. Please mark your answer by circling the number. There are no right or wrong
answers.
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(O
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"8
"8
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w
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'S
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Q
"8
w
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o
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>
>
HOW
ARE YOU WITH:

1

I

I

I

I

•S'

I

1. Your health?

1

2

3

4

5

6

2. Your health care?

1

2

3

4

5

6

3. The amount of energy you have for everyday activities? 1

2

3

4

5

6

4. Your ability to take care of yourself without help?

1

2

3

4

5

6

5. The likelihood you will get a kidney transplant?

1

2

3

4

5

6

6. The changes you have had to make in your life because
of kidney failure (such as diet and need for dialysis)?
1

2

3

4

5

6

7. The amount of control you have over your life?

1

2

3

4

5

6

8. Your chances o f living as long as you would like?

1

2

3

4

5

6

9. Your family's health?

1

2

3

4

5

6

10,. Your children?

I

2

3

4

5

6

11. Your family's happiness?

1

2

3

4

5

6

12. Your sex life?

1

2

3

4

5 \

6

13. Your spouse, lover, or partner?

1

2

3

4

5

6

14. The emotional support you get 6om your family?

1

2

3

4

5

6

15. Your friends?

1

2

3

4

5

6

(Please Go To Next Page)
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16. The emotional support you get 6om people other
than your family?

1

2

3

4

5

6

17. Your ability to take care of family responsibilities?

1

2

3

4

5

6

18. How useful you are to others?

1

2

3

4

5

6

19. The amount of worries in your life?

I

2

3

4

5

6

20. Your neighborhood?

1

2

3

4

5

6

21. Your home, apartment, or place where you live?

1

2

3

4

5

6

22. Your job (if employed)?

1

2

3

4

5

6

23. Not having a job (if unemployed, retired, or disabled)? 1

2

3

4

5

6

24. Your education?

1

2

3

4

5

6

25. How well you can take care of your financial needs?

1

2

3

4

5

6

26. The things you do for fun?

1

2

3

4

5

6

27. Your chances for a happy future?

1

2

3

4

5

6

28. Your peace of mind?

1

2

3

4

5

6

29. Your faith in God?

1

2

3

4

5

6

30. Your achievement of personal goals?

1

2

3

4

5

6

31. Your happiness in general?

1

2

3

4

5

6

32. Your life in general?

1

2

3

4

5

6

33. Your personal appearance?

1

2

3

4

5

6

34. Yourself in general?

1

2

3

4

5

6
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PART 2. For each of the following, please choose the answer that best describes how imporfanf that area of
your life is to you. Please mark your answer by circling the number. There are no right or wrong answers.
0
.1
o

Î

?

a

a
■c
o

HOW /MPO/gTWÆT TO YOU IS:

>

1

1. Your health?

1

2. Your health care?

I

t:
0

! 1

3

1
a

I

>

00

CO

2

3

4

5

6

1

2

3

4

5

6

3. Having enough energy for everyday activities?

1

2

3

4

5

6

4. Taking care of yourself without help?

1

2

3

4

5

6

5. Getting a kidney transplant?

1

2

3

4

5

6

6. The changes you have had to make in your life because of
kidney failure (such as diet and need for dialysis)?

1

2

3

4

5

6

7. Having control over your life?

1

2

3

4

5

6

8. Living as long as you would like?

1

2

3

4

5

6

9. Your family’s health?

1

2

3

4

5

6

10. Your children?

1

2

3

4

5

6

11. Your family’s happiness?

1

2

3

4

5

6

12. Your sex life?

1

2

3

4

5

6

13. Your spouse, lover, or partner?

1

2

3

4

5

6

14. The emotional support you get &om your family?

1

2

3

4

5

6

15. Your Êiends?

1

2

3

4

5

6

16. The emotional support you get &om people other
than your family?

1

2

3

4

5

6
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3

4

5

6

2

3

4

5

6

1

2

3

4

5

6

20. Your neighborhood?

1

2

3

4

5

6

21. Your home, apartment, or place where you live?

1

2

3

4

5

6

22. Your job (if employed)?

1

2

3

4

5

6

23. Having a job (if unemployed, retired, or disabled)?

1

2

3

, .4

5

6

24. Your education?

1

2

3

4

5

6

25. Being able to take care of your financial needs?

1

2

3

4

5

6

26. Doing things for fim?

1

2

3

4

5

6

27. Having a happy future?

1

2

3

4

5

6

28. Peace of mind?

1

2

3

4

5

6

29. Your faith in God?

1

2

3

4

5

6

30. Achieving your personal goals?

1

2

3

4

5

6

31. Your happiness in general?

1

2

3

4

5

6

32. Being satisfied with life?

1

2

3

4

5

6

33. Your personal appearance?

1

2

3

4

5

6

34. Are you to yourself?

1

2

3

4

5

6

s'

5
HOW /MPOJZTWÆT TO YOU IS:

>

17. Taking care o f family responsibilities?

1

2

18. Being usefiil to others?

1

19. Having no worries?

IB

00
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Appendix B
Script to Obtain Consent
My name is __________________________. I am a registered nurse. I am taking
classes at Grand Valley State University to obtain a master's degree in nursing. I have
been given permission by your home care agency to come here today with your home
care nurse, to determine if you are willing to let me explain a nursing research study that
is being conducted with people like yourself who have been diagnosed with heart &ilure
and are receiving home care.
AAer your nurse has Gnished providing your care today, may I stay a few minutes
to a p l ^ the nursing research study we are doing? (If verbal permission is granted,
proceed with explanation of study and obtaining in&rmed consent after the home care
nurse has left.)
Explanation of the Study
As nurses we are concerned with how people ac^ust to the medical diagnosis of
heart &ilure. We want to Gnd nursing ^proaches that wül help you leam how to selfmanage your heart &ilure. We believe that when you can self-manage your heart Gdlure
you will live a better life.
The study will consist of Gve (5) interviews o f approximately 45 minutes
duration, 6>r the purpose of obtaining inGarmaGon about your heart Allure. You will be
given $10 at the completion of each of these Gve (5) interviews as compensaGon Gar your
Gme. The interviews will be spaced three months apart, staring this week. If you agree to
parGcipate, you will be placed in one of three groups.
Each group will receive a diSerent approach to managing health. Each o f the
nursing approaches will be provided in addiGon to the regular care you receive Gom your
home care nurse, at no extra cost. Each nursing approach will be provided to you in
weekly 30-minute visits by another graduate nursing student who will call you to make
an appointment to come to your home. If you parGcipate in the study, I will Gve you the
names o f the students who are parGcipaGng in this study so you will recognize the name
of the student who calls you. There will be a total of eight (8) weddy visits. Each visit
will provide you will inGarmaGon about managing your health All visits wiU be
sche&ded at your convenience, similar to your current home care visits. You will ngt be
given compensaGon for these eight (8) weekly visits.
Your parGcipation in this study will in no way aSect the regular care you receive
Gom your home care nurse, and it may help you improve your self-management o f heart
failure symptoms. The results of this nursing study may help nurses determine better
ways to help other people with heart Ailure to improve their lives.
Because this is a nursing research study, I will maintain the conGdentiality o f the
infbrmaGon obtained during the interview. Your name will not be idenGGed with any of
the information I collect. When reporting the results o f the study, only group results will
be shared, no names of individuals will be published. The nurses providing your home
care will not be told that you are parGcipaGng in the study.
10/28/99
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Appendix C
Infbnned Consent
agree to participate in the nursing
I,.
esearch study for persons with heart failure who are receiving home care. I understand
that as a participant in this study:
I will be interviewed Gve (5) times G)r approximately 45 minutes each time, once
within this week and again at 3, 6, 9, and 12 months. I will be compensated $10 at the
completion o f each interview.
I will receive information about managing my health and that this information will be
delivered by a registered nurse who is a graduate nursing student at Grand Valley
State University.
I will receive this information once a week over the next eight (8) weeks and that
each visit will last approximately 30 minutes. I will not be compensated G)r receiving
this inG)rmatioiL
I will be able to withdraw Gom the study at any time by noGf^dng Dr. Kay Setter
Kline, the Principle Investigator, at 616-895-3517, and that my withdrawal wiG in no
way aSbct the care I receive Gromthe home care nurse.
I will not be idenGGed by name with any of the infbrmaGon obtained and that any
sharing o f infbrmaGon obtained in this study will be in the G)im of group summaries
o f all participants.
There is no identiGed risk Gom participating in this study and I may beneGt Gom
receiving inGrrmaGon about ways to man^e my health.
If in the process of gathering in&rrmation, any symptoms are identiGed that might
need attenGon, the nurse gathering the inGarmation will refer me to âther the home
health agency or my health care provider.
I also give permission fbr review o f my health records to veri^ my health care status.
If I have any questions about the research study I may contact the Primary
Investigator, Dr. Kay Setter Kline at 616-895-3517, the Chair of the Research Review
ComrrGttee, PaulHuizenga, at 616-895-2472.

Signed

Date

Witness

Date

The names o f the students who are parGcipaGng in this study are:______
________________ ,and______________ .

Kay Setter Kline
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•Pationi & caregiver co|ilng appropriately with
limitations ol disease process and maintaining
responsibility for treatment/care plan

{Tfta num bers reter lo AHCPR Guidelines for Ihe su g g e sle d lopics lor palienl. family, a n d caregiver education a n d counseling)
8-23-98

Appendix E
AHCPR GUIDELINES
Suggested Topics Gar Individual, Family, and Caregiver Education
and Counseling
1.

2.

3.

General Considerations
a.
Explanation of heart ûûlure and the reason far symptoms
b.
Cause or probable cause of heart Ailure
c.
Expected symptoms
d.
Symptoms o f worsening heart &ilure
e.
What to do if symptoms worsen
f
Self-monitoring with daily weights
g.
Explanation of treatment/care plan
h.
Clarification of patient’s responsibilities
i.
Importance o f cessation o f tobacco use
j.
Role o f &mily members or other caregivers in the treatment/care plan
k.
Availability and value of qualified local support group
1.
Importance o f obtaining vaccinations against influenza and pneumococcal
disease
Prognosis
a.
Life expectancy
b.
Advance directives
c.
Advice for Amily members in the event o f sudden death
Activity Recommendations
a.
Recreation, leisure, and work activity
b.
Exercise
c.
Sex, sexual difficulties and coping strategies

4.

Dietary Recommendations
a.
Sodium restriction
b.
Avoidance of excessive fluid intake
c.
Fluid restriction (if required)
d.
Alcohol restriction

5.

Medications
a.
Effects of medications on quality of life and survival
b.
Dosing
c.
Likely side effects and what to do if they occur
d.
Coping mechanisms for complicated medical regimens
e.
Availability of lower cost medications or financial assii^ance

6. Importance of Compliance with the Treatment/Care Plan
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Appendix F
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l l e y

SlOTEUNIVERSrrY
CAMPUS DRIVE « ALLENDALE. MICHIGAN 4 9 4 0 1-9403 ' 616/895-6611

January 12, 1999

Kay Setter Kline
222 HRY
Kirkhof School o f Nursing
Dear Kay:
The Human Research Review Committee of Grand Valley State Universi^ is charged
to examine proposals with respect to protection of human subjects. The Committee has
considered your proposal, "jYome Chre Ow/cowag/hr Æearf fhf/wre; X
Two
JVwrrmg
and is satisfied that you have complied with the intent of the
regulations published in the Federal Register 46 (16): 8386-8392, January 26, 1981.
Sincerely,

Paul Huizenga, Chair
Human Research Review Committee
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Appendix G

GRANDAÂLLEY
SLATEUNIVERSITY
I CAMPUS DRIVE « ALLENDALE. MICHIGAN 4 9 4 0 1-M03 « 616/895-6611

March 19,2003

Melodee Vanden Bosch
2244 Westwinde NW
Grand Rapids, MI 49504

RE: Proposal #03-162-H
Dear Melodee:
Your proposed project entitled Effects of a Supportive-Educative Nursing
Intervention on Quality of Life in Patients with Heart Failure has been
viewed. It is exempt 6om the regulations by section 46 .101 o f the Federal
Register 46(16):8336, January 26, 1981.

Sincerely,

APaul Huizenga, Chair
Human Research Review Committee
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